from the effects of, acute infective diarrhcea. Before the cases were analysed there was not any idea that the purpmra occurred more frequently in cachexia due to infective diarrhcea than in cachexias due to other conditions; and it was of course fully recognized that purpura might be due to other cachectic conditions. Although the cases of. infective diarrhoea in which purpura supervened had existed for some considerable time, this was not universal, for in one case purpura appeared on the second day of acute infective diarrhcea. He agreed with Dr. Poynton that cedema after infective diarrhcea appeared to be more frequent in some epidemics of diarrhoea than in others, and that the same was probably true of these purpuric eruptions. Retinal haemorrhages had not been looked for, and blood cultures had not been made during life, for on consideration the technical difficulties of obtaining blood from the emaciated infants seemed too considerable.
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Congepital Flexion of the Proximal Interphalangeal Joints of the Fingers. By DUNCAN C. L. FITZWILLIAMS, F.R.C.S. I FEEL that I must offer an apology to the Section for taking up its time with the consideration of a slight and usually unimportant abnormality of some of the smallest diarthrodial joints in the body. I bring before the Section some examples of a curious condition which, though it is mentioned in some of the text-books, is very inadequately and, as far as my own observations extend, is rather faultily described.
Congenital flexion of the proximal interphalangeal joint, or, as I prefer to call it hook-finger, is always most marked in the little finger, which is flexed to a right angle at the first interphalangeal joint, and resists any attempt to extend it beyond, though freely movable within this limit. The metacarpo-phalangeal and distal interphalangeal joints nearly always show a compensatory hyper-extension, so that the deformity resembles that of a hammer-toe acquired in later life. The deformity, if it affects the ring finger, is less marked, while the other fingers usually escape; in severe cases, however, all the fingers are affected, but in a lessening degree from the fifth to the second digit. I have never seen the thumb affected, nor are the other joints of the fingers flexed in any way. The condition is almost always bilateral, in only one case have I observed it to be unilateral.
Like other congenital deformities, it is most frequently noticed during childhood, and the first case I saw was that of a little girl brought to the hospital by her mother on account of the hook-like appearance of the digits. It may, however, persist to adult life unrecognized, and I am indebted to Mr. Lovell for the case of the girl, aged 18 years, in whom all the fingers in each hand are still in the flexed position; it was first noticed in her case at the age of 10.1
The deformity is, I believe, a true congenital deformity, that is to say, it is a developunental error, analogous to the congenital elevation of the shoulder described by Sprengel, and not a condition which is merely acquired before birth. My reasons for this opinion are that it is constant in its appearance, always affects the same joints, is usually bilateral; in severe cases it affects all the fingers in a constant and lessening degree from the fifth to the second; and, lastly, it is sometimes associated with other true congenital deformities of the same character, to which I will refer immediately. It is difficult, if not impossible, to imagine a state of affairs due, say, to bad packing in utero, which would maintain flexion of one interphalangeal joint long enough for contraction to be acquired, and at the same time permit the proximal and distal joints of the same digit to escape unscathed. In adults, hook-finger has at first sight the appearance of a Dupuytren's contraction, but differs in that it dates from early childhood; no bands of palmar fascia can be felt, while the metacarpophalangeal joint is hyper-extended. There is nothing in common between it and the conditions known under the terms " snap-finger " or " hammer-finger "; it can easily be differentiated from any of the various forms of claw-hand.
In the "XManual of Surgery," by Rose and Carless, it is referred to under the term " Congenital contraction of the finger," and among others the following statements are made: "It is frequently inherited, and usually limited to the little finger; it may be associated with congenital hammer-toe. It is due to contraction of the central prolongation of the palmar fascia in the finger . . . the first phalanx is hyperextended, and the second and third flexed." As far as my experience goes, I can confirm none of these statements, with the exception of that referring to the little finger; while the last I must controvert, as I have l Since coming this evening a member of the Section has been kind enough to show me his own hands, which at birth were the subject of this abnormality, the left hand having the three inner digits affected severely, while the right-hand little finger only was slightly affected. never seen the third phalanx flexed, but always in* a position of hyperextension.
I have not in my cases been able to trace any hereditary influence; though, reasoning from other congenital deformities, one would expect this to be the case. I am unaware of the condition of congenital hammer-toe, though quite familiar with the congenital displacement of the second toe, in which all the toes are extended; but the termina phalanges of the first and third toes lie in contact underneath that of the second toe; occasionally the second toe lies underneath the others, but still remains in a straight position; but I have never seen this displacement of the toe in association with the flexion I now speak of.
Hook-finger is usually associated with great laxity of the ligaments of the neighbouring joints. In one of the cases shown this is seen in an exaggerated form, all the digits being capable of marked hyper-extension; nearly all the joint ligaments of this particular child are very lax Skiagram of the little finger of Case II, aged 8 months. and even dislocation of both knees is easily produced. Other congenital abnormalities may accompany it, such as double talipes equino-varus, hydrocephalus, and a curiously thumb-like big-toe.
That contraction of the palmar fascia has anything to do with the cause of the flexion I do not believe, as relaxation of that structure by flexing the finger into the palm never produces any alteration in the range of movement of the joint at fault, nor does the hyper-extension of the metacarpo-phalangeal joint suggest tension of this structure. The same argument disposes of the possibility of its being due to contraction of the long flexor tendons. It is far more likely that the limitation of movement is ligamentous in origin and due to congenital shortness of the anterior or glenoid ligament; the abnormal condition of the ligaments of other joints is, I think, suggestive. Abnormality in the shape of the ends of the bones is present at birth. Fig. 1 , an X-ray of the little finger of a child, aged 8 months, shows a forward development of the head of the proximal phalanx, together with a forward lipping of the base of the middle phalanx. Both these points can be seen again in fig. 2 , the X-ray of the adult hand, where the thickening of the base of the middle phalanx is especially well seen; a distinct backward curve can be seen in the terminal phalanx owing to the constant hyper-extension.
If allowed to persist uncorrected, changes take place in the ends of the bones which later make it difficult to straighten the joint even after. the ligament is stretched. In adult life, if the deformity is still present and more than one finger is affected, the usefulness of the hand may be interfered with and the wage-earning capacity diminished. It is worthy of note in passing that a similar condition of flexion is present in the gibbons, a family which is probably in closer relationship FIGE. 2. Skiagram of little and ring fingers of Case III.
to man than any other, but in them it is most marked perhaps in the third and fourth digits.
When seen early the treatment of the deformity consists in stretching the anterior ligaments of the joint at fault by gentle and frequently repeated efforts at extension. Care must be taken to apply the pressure only through the proximal and middle phalanges or the hyper-extension of the other two joints will be increased, while little effect is produced in the affected joint. So far I have not had occasion to divide the ligament, but should this be necessary it would be best effected by passing a fine-bladed tenotome into the joint from the side and detaching the ligament from the front of the base of the middle phalanx.
This would not interfere witha the insertion of the tendons in any way.
The finger should then be kept straightened on a light splint. CASES SHOWN.
(I) A boy, aged 1 year, with the little finger of both hands in the characteristic attitude; the ring fingers are bent almost as much as the little fingers, while the middle fingers of each hand are only slightly affected.
(II) A boy, aged 9 months, with the little fingers in the position described. Great hyper-extension is allowed of all the other fingers, while the ligaments of the knees are so lax that dislocation is allowed. This child suffers from other congenital defects: an almost hydrocephalic head, double talipes, equino-varus, double inguinal hernia.
(III) A girl, aged 18 years, showing the persistence of the condition into adult life; all the digits with the exception of the thumb are affected, the deformity increasing in severity towards the little finger. This case has been lent me this evening by Mr. Lovell, F.R.C.S.
DISCUSSION.
Dr. PARKES WEBER asked if other congenital deformities occurred in such cases, and if they occurred he would like to know whether they were of a kind explicable by some malposition in utero. The association of abnormalties in the shape of bones when present did not prove that congenital abnormalities in the shape of limbs were necessarily dependent on the abnormal shape of the bones. Bones and ligamentous structures could adapt themselves to fixed faulty positions, and their abnormalities in shape might be secondary to intrauterine malposition of limbs.
Dr. JOHN THOMSON (Edinburgh) said he had been interested in the condition for some years. He saw it first in a marked degree in two children, brother and sister, who were typical examples of osteogenesis imperfecta. He had them under observation still; they were now about 13 and 16 years of age. He showed photographs of them. He had found a somewhat similar condition of fingers two or three years ago in a little boy aged 12 months, who ever since birth had shown an inability to extend the hip-joints, knee-joints, and elbows as well as the joints of the fingers. He believed the toes were also slightly affected. The toes were very long, and did not move as well as they should have done. He had seen one case in which the child was quite normal in all other respects; four out of the five cases of this condition he had seen had other abnormalities also; for example, in two there were marked deformities of the ears; he showed photographs of these. It had not occurred to him to suggest as the cause a malposition in uttero. As far as he could make out, the chief change seemed to be in the articular surfaces of the bones and not to affect the tendons and ligaments.
Mr. FITZWILLIAMS, in reply. said it was very difficult to think of any position occupied by the child in utero, which could be responsible for keeping the proximal inter-phalangeal joint flexed sufficiently long to cause developmental errors, and leave the other phalanges free. That view was also weakened by the fact that it was always most marked in the little finger, and less in the others. In one child it was associated with other congenital malformations, for the child had club-foot. There was usually an association with extremely lax joints. In the case of this child, he could lay its fingers on the back of its hands, and he could dislocate both its knees. The child also had hydrocephalus. He did not think these conditions or the malformation of the ear in Dr. Thomson's case could be explained by posture.
